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Introduction.– COPD is a general disease with a respiratory starting point. It
implies many systemic effects including a significant muscle weakness.
However, it is not fully understood from studies carried out on COPD muscle
alone. Anatomical and functional brain abnormalities have been described and
are likely to be involved in COPD muscle weakness [1]. The objective of the
study was to determine their potential impact on the production of maximal
voluntary quadriceps strength in patients with COPD, in the absence of muscle
fatigue.
Methods.– Fifteen COPD patients (FEV1: 54.6  14.1% theoretical) and 15
healthy subjects performed maximal voluntary contractions of the quadriceps.
During each contraction, brain activation was investigated using near-infrared
spectroscopy (change in [O2Hb]) on motor cortical (M1), sensory (S1) primary,
premotor (PMC) and prefrontal (PFC) area.
Results and discussion.– Compared with healthy subjects, the maximal force
was reduced by 24.8% in patients (131.9  64.3 vs 175.4  49.3 Nm,
P < 0.05). In addition, a lack of significant brain activation (P < 0.05) was
observed in M1, PMC and PFC area in patients, indicating that the nervous
control from the motor areas was altered.
Conclusion.– The extensor muscles of the knee are not optimally activated by
the brain in patients with COPD. These results explain why a loss of muscle
strength is found in some patients without obvious muscle atrophy [2]. A new
pathophysiological field is therefore needed, to understand the origins and the
precise impact of these alterations in the central control in exercise tolerance.
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Background.– Dyspnea is very frequent in obese subjects. However, its
assessment is complex in clinical practice. The modified Medical Research
Council scale (mMRC scale) is largely used in the assessment of dyspnea in
chronic respiratory diseases, but has not been validated in obesity. The
objectives of this study were to evaluate the use of the mMRC scale in the
assessment of dyspnea in obese subjects and to analyze its relationships with the
6-minute walk test (6MWT), lung function and biological parameters.
Methods.– Forty-five obese subjects (17 M/28 F, BMI: 43  9 kg/m2) were
included in this pilot study. Dyspnea in daily living was evaluated by the mMRC
scale and exertional dyspnea was evaluated by the Borg scale after 6MWT.
Pulmonary function tests included spirometry, plethysmography, diffusing
capacity of carbon monoxide and arterial blood gases. Fasting blood glucose,
total cholesterol, triglyceride, N-terminal pro brain natriuretic peptide, C-
reactive protein and hemoglobin levels were analyzed.
Results.– Eighty-four percent of patients had a mMRC  1 and 40% a
mMRC  2. Compared to subjects with no dyspnea (mMRC = 0), a
mMRC  1 was associated with a higher BMI (44  9 vs 36  5 kg/m2,
P = 0.01), and a lower expiratory reserve volume (ERV) (50  31 vs 91  32%,
P = 0.004), forced expiratory volume in one second (FEV1) (86  17 vs
101  16%, P = 0.04) and distance covered in 6MWT (401  107 vs
524  72 m, P = 0.007). A mMRC  2 was associated with a higher Borg
score after the 6MWT (4.7  2.5 vs 6.5  1.5, P < 0.05).
Conclusion.– This study confirms that dyspnea is very frequent in obese
subjects. The differences between the ‘‘dyspneic’’ and the ‘‘non dyspneic’’
groups assessed by the mMRC scale for BMI, ERV, FEV1 and distance covered
in 6MWT suggests that the mMRC scale might be an useful and easy-to-use tool
to assess dyspnea in daily living in obese subjects.
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Objective.– The aim of the present study was to evaluate sniff test, maximal
inspiratory pressure and the presence of paradoxical inspiratory diaphragmatic
movements, and their diagnostic value in patients referred for suspicion of
diaphragmatic dysfunction.
Methods.– Twenty-two patients (8 men and 14 women, 58  13 years) with
suspicion of diaphragmatic dysfunction were included. Pulmonary function test
was evaluated. Diaphragm dysfunction was diagnosed with unilateral phrenic
nerve stimulation. Esophageal pressure was recorded during sniff test and
maximal static inspiratory movements. Detection of paradoxical diaphragmatic
movement was performed with an anteroposterior projection of chest X ray
fluoroscopic video.
Results.– The results of unilateral phrenic nerve stimulation enabled 15
diaphragmatic paralyses and seven normal explorations. Lung volumes were
significantly lower in patients with diaphragmatic paralysis than in control
subjects, as regards maximal inspiratory pressure. No patient with normal
diaphragmatic exploration had paradoxical inspiratory movement. A combina-
tion of decrease of sniff test, decrease of maximal inspiratory pressure and the
presence of paradoxical inspiratory movement had a sensitivity of 87% and a
specificity of 71% for diaphragmatic paralysis diagnosis.
Conclusion.– Our results suggest that in most cases a combination of sniff test,
maximal inspiratory pressure and paradoxical inspiratory movement is useful in
the diagnosis of diaphragmatic dysfunction. However, resort to phrenic nerve
stimulation should not be overlooked if there is the slightest doubt, as in second
intention exploration.
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Introduction.– Changes in the pattern of breathing or ventilation can influence
the coordination of swallowing and ventilation. Patients with COPD or
pulmonary fibrosis can be susceptible to changes in the coordination of
swallowing due to impaired lung function. The aim of this study was to study
the swallowing function as well as the coordination swallowing – ventilation in
unrestrained rat with pulmonary fibrosis.
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